shock and the younger one died of a head injury after having been beaten by his school teacher. Tubal recanalization had failed owing to adhesions obscuring the fallopian tubes. She was persistent with her treatment having failed 2 attempts of IVF, followed by a break of 3 years and another failure. She finally conceived twins in her fourth attempt and became a proud mother of a girl and a boy on 22/09/2011.
The devastating tsunami of 2004 saw many couples scramble for treatment, especially with hope for tubal recanalization. We had 9 couples of whom 5 conceived and delivered. We had decided to forego the treatment cycle costs for such couples.
Mrs. CT, aged 43 years had lost both her son and daughter in a drowning accident in the US in December 2006. She was a staff nurse by profession and came to us in July 2007, few months before the first death anniversary of the children. She conceived in the second attempt with us and delivered twin girls on 2/4/2009 in her hometown of Kerala.
Mrs. G S, aged 45 years, came to us exactly a year after her 18 year old son was killed in a hit and run by a lorry on a main road, just across their home in February 2010. She was subsequently operated for multiple fibroids in her uterus and signed up for a donor oocyte programme. There are other issues to be dealt with besides a huge emotional overlay.
Most of these women have succumbed to stress and lifestyle related disorders such as Hypertension and Diabetes. In the case of Mrs. G S, she also had partial phrenic nerve palsy which makes it difficult where anesthesia is concerned. Age is also an obvious deterrent where biological conception is concerned, making donor oocyte programme easily acceptable among the couples.
Such is the trend where loss of the only child or its sibling brings forth couples to try fertility treatment. What is heart rending is that while they are calm and collected stating what they have come for, we are left fighting tears that threaten to spill, trying to appear just as brave! We have presented the statistics below to show how many such couples have sought help, become pregnant and delivered and the ones undergoing treatment. She then underwent a diagnostic laparoscopy with us in August 2010 which revealed bilateral patent tubes, save for few adhesions owing to previous procedures. After few unsuccessful attempts at IUI she was finally taken up for an IVF cycle in September 2011. She underwent controlled ovarian hyperstimulation following down regulation with a GnRH analogue and had mild hyperstimulation syndrome. Four embryos in total, including two blastocysts (grade III) were transferred. She tested positive for pregnancy on September 19th with a serum beta HCG value of 106.2 miu/ml.
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Her first scan to detect a gestational sac was performed on the 38th day, when twin sacs were noted. The weekly scans saw corresponding growth and the fetal heart pulsations were recorded. Owing to our previous experience with Heterotopic pregnancies, the adnexae were also scanned during the first three visits. Unfortunately as she approached the 9th week of gestation she went in for a missed miscarriage. She underwent a D&C on 25th October and was discharged on the same day.
On November 5th she developed pain lower abdomen and vomiting and was taken to another tertiary care centre, closer to her home, outside of Chennai, as an emergency.
Following her previous history as well as clinical presentation, a suspicion of heterotopic pregnancy was concurred and a pelvic examination was performed. An ultrasound revealed the presence of a mass measuring 7x4cm with heterogenous echogenicity and free fluid in the hepatorenal pouch. Since the patient was hemodynamically stable, she was admitted and observed for a period of two days after which a repeat ultrasound was performed on November 7th. The adnexal mass had reduced to 3x3cm with very minimal free fluid. The patient was then discharged at request from this centre.
She presented to us once again on November 10th with pain abdomen and tachycardia and after a confirmatory ultrasound, she was taken up for endoscopic intervention. Hemoperitoneum with a right isthmo-cornual ectopic was observed. A right salphingectomy was performed and abdomen wash was given. She was discharged the next day.
Discussion
Heterotopic pregnancies occur with an incidence of 1:15000 to 1:30000 in general population and are definitely increased following ART procedures to almost 1:100. The common reasons observed is the increase in tubal factors owing to Pelvic inflammatory disease, endometriosis and factors that general contributed to ovarian pathology or peritubal distortion. Intra procedure reasons cited are increases in length of transfer catheter or in the volume of media in which the embryos are loaded. When a heterotopic pregnancy is diagnosed, the first determinant, if it should be managed conservatively, with injection of potassium chloride transvaginally depends largely on the period of gestation and presentation of the patient.
In most cases since the location is isthmo-cornual, it remains undiagnosed until 8th or 9th week of gestation and surgical intervention is needed. But in some instances a conservative approach is feasible.
Intervention is almost always the rule and it is either surgical or medical with injection of potassium chloride into the ectopic sac. Expectant management with periodic monitoring of patients blood counts, vitals and size of an adnexal mass may eventually lead to a surgical intervention at the onset of symptoms or a catastrophic event like rupture.
Hence this case was presented to not only highlight importance of clinical diagnosis but also the need to implement the right decision of medical versus surgical intervention. Expectant management may not be feasible unless it is detected early enough and can be prolonged till a sign of cardiac activity is noted. But once noted, an intervention would be the rule of the day, in which case the purpose is unserved.
DR. PRIYA SELVARAJ MD MNAMS MCE
SIGNIFICANCE OF KARYOTYPE IN COUPLES WITH IDIOPATHIC INFERTILITY
In an earlier newsletter of ours dated October 2009, we had commented briefly on karyotype polymorphisms in couples presenting with primary infertility. More so, the occurrence of polymorphism in either of the partners or both in cases of idiopathic infertility has been presented. The criteria for assessing karyotype, besides cases of bad obstetric history, consanguinity or known repeated genetic malformations in the abortuses or still borns or live births, has been extended to include chronic failures following ART and idiopathic cases of more than 5 years duration of infertility.
The most commonly encountered polymorphisms are a lengthening or shortening of the heterochromatin of the long arm of chromosomes which are designated as 1, 9, 16, qh+. Among the female karyotypes, a lengthening of the heterochromatin on the long arm of chromosome 9 appeared to be the commonest followed by inversions. Other variations include an increase in satellite or stalks on short arm of chromosomes 13, 14, 15, 21, 22 ps+ or pstk+. The men in the idiopathic group were found to have 46 X, Yqh+ as the commonest occurring variant considering that it is mostly associated or seen in men with azoospermia or olizoospermia.
An analysis of cases in idiopathic infertility is being presented to note if:
 These polymorphisms have a role at the cellular kinetic level during gamete cross talk or impending fertilization?
 It can be used as a predictor for future miscarriages or anomalies if they were to conceive with treatment?  It can be a strong basis for counseling regarding need for a gamete change in case they are also poor responders? 
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